Introduction
Systemic amyloidosis (AL) is an uncommon disorder' which is associated with an immunocyte dyscrasia in up to 25-50% ofcases.2'3 Systems commonly involved are those of the heart, tongue, gastrointestinal tract, nerves and skin. 3 It is an inexorably progressive disorder that is almost invariably fatal. Treatment remains unsatisfactory and death most frequently follows renal failure or a cardiac event. 4 The median survival of patients with associated myeloma is 4 to 9 months and 12 to 15 months in those without myeloma.3'5 The overall 5-year survival rate is 20% or less'3 but is mostly dependent upon the main presenting symptom complex. Patients presenting with peripheral neuropathy have an estimated 5-year survival rate of 50% compared to only 20% in those presenting with nephrotic syndrome and there are no 5-year survivors amongst those presenting with cardiac involvement. 3 Complications of the disorder may sometimes be relieved by surgery, although most of the indications are uncommon. Dysphagia may be due to macroglossia or oesophageal dyskinesia, and nasogastric or gastrotomy feeding is sometimes indicated.35 Laparotomy may be required in the management of obstruction or perforation of the bowel, or for gastrointestinal haemorrhage, which may be severe. 6 Pseudo-obstruction has also been seen associated with amyloidosis.7 Splenectomy may be required for spontaneous rupture ofthe spleen8 or in the management of haemorrhagic diathesis associated with factor X deficiency. no evidence of a plasmacytoma. At laparotomy numerous ovoid tumours ofamyloid were found in the abdominal cavity, many ofwhich were easily removed. The tumours were of wax-like appearance and consistency. Histological exmination confirmed that the tumours were composed of massive deposits of amyloid, similar in appearance to that found in 1972 but with less cellular infiltrate.
As a result ofthe bone marrow findings he was given eight 2-week courses of chlorambucil in the hope that it might reduce the production of IgM and subsequent deposition as amyloid. The serum paraprotein band gradually disappeared and was absent by the end of 1979. His blood count remained stable throughout the course of treatment.
In October 1979 he developed severe pain localized to the lower thoracic spine. Plain radiology of the thoracic spine showed partial collapse of D8 and D9 increase in cardiac or renal uptake of technetium was noted at this time. Exploration of the thoracic spine revealed tumour arising from the body of D9 and extending into posterior arch and the paraspinal muscle mass giving rise to cord compression. A wide laminectomy of D8 to 10 was performed and the tumour biopsies which showed amyloidoma of bone. He underwent post-operative radiotherapy of the spine and made a full neurological recovery. In view of the good clinical response it was decided to give radiotherapy to the amyloid deposits in the abdomen and pelvis. This resulted in partial shrinking of the abdominal masses.
He presented again in March 1982 with a painful abdominal mass and plain radiography showed small bowel obstruction and increased abdominal calcification. At laparotomy further amyloid tumours were removed with symptomatic improvement.
In September 1983 he became unwell and lost approximately eight kilograms in weight. He developed an iron deficiency anaemia (Hb = 10.7 g/dl) and had a raised plasma viscosity (1.9 cP). A bone marrow sample was found to be grossly hypocellular, probably secondary to radiotherapy, but there was no evidence of a plasmacytoma. He gradually improved on conservative management and remained well until July 1984 when he once again developed painful abdominal masses giving rise to subacute small bowel obstruction, that required excision. A repeat intravenous pyelogram showed increased hycronephrosis of the left kidney from extrinsic ureteric compression. Although the blood urea and creatinine levels were both elevated in the early post-operative period, both Involvement ofthe gastrointestinal tract is common in systemic amyloidosis, with reported incidences from 70%'3 to almost 100%'4 although clinical manifestations are infrequent.'5 Extensive deposition ofamyloid in the bowel large enough to mimic a tumour is a most unusual presentation.'6 There are several reports of amyloid tumours in the stomach'7'9 and small intestine20 presenting thus. Only three cases have been reported as occurring in the colon: one was a polyp of localized amyloid in the sigmoid colon,2' another was a polyp in the rectum of a man with systemic amyloidosis22 and the third case was a mass in the descending colon in a patient with myeloma. '6 In each case the presenting feature was of rectal bleeding or melaena. Our patient did not admit to episodes of bleeding, although the iron deficiency anaemia present at the time of diagnosis may be indicative of occult bleeding.
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